Summary
Various factors limit access to and utilization of health services even when provided at subsidized cost. This results in poor utilization of services that contributes to further economic impoverishment and health care disparity. Many countries are experimenting with various approaches to tackle the poor utilization of health care services including demand-side financing policy. This paper explains the policymaking process during the formulation of safe delivery incentive program, a conditional cash transfer program in Nepal using Kindgon's multiple streams framework. Analysis of earlier policies and programs around safe motherhood concludes that high transportation cost was a major cause for poor utilization of institutional obstetric care, despite being provided at free of cost. Health was recognized as fundamental constitutional right in 2007. This assured societal support and political commitments for protecting health constitutionally. Furthermore, there was commitment from external development partners (EDPs) for investment in maternal health. Together, these problem, policy, and politics opened Kingdon's "windows of opportunity" for formulation of conditional cash transfer policy. This paper presents evolution of Aama Surakshya Karyakram and uses Kingdon's multiple streams framework to explain how problem, policy, and politics streams converged together to allow this program to be introduced in Nepal.
disaster, crisis, and forum where media and other interest groups raise the issue. Finally, the feedback mechanism in existing intervention might provide the policy makers with feedback that causes them to revise the policy.
The "policy stream" constitutes many competing ideas proposed to address the problem identified earlier. 10 These alternatives are analyzed by bureaucrats, academicians, researchers, media, policy experts, academics, and concerned interest groups who advance their ideas through various forums. This allows them to determine the optimum solution among the possible alternatives. 9 Ideas with higher acceptability, technical feasibility, and adequate budgetary resources within the political and sociocultural setting of the country have greater chance to receive public attention. 10 Finally, there is "politics stream" which is composed of a wider context of policymaking process that is influenced by national mood, social protest, group campaign, international political development, and administrative or legislative turnover. 10 While researchers and others in the policy streams are relatively hidden, the actors in political stream are publicly visible. 11 The large number of stakeholders with differing agendas involved in this stream leads to higher acceptance of proposed policy option.
The issues are more likely to emerge as a policy agenda when these three streams are coupled by policy entrepreneurs into what Kingdon called as "window of opportunities." 8 This framework emphasizes the role of policy entrepreneurs, including politicians, civil servants, journalists, or even academics, who work across these three streams. 10 The negotiation and involvement of concerned stakeholders not only minimizes the risk of nonacceptance but also facilitates the selection of appropriate policy. This framework is based on the premise that the solution matters more than the actual problem. to target the rural populations including mother and children. Likewise, the maternal and child health workers (MCHWs) cadres were introduced through NHP provision to expand the MCH care at community level and backstopping to female community health volunteers (FCHVs) through technical support.
Although, the health facilities were established, there were not adequate infrastructure, trained personnel, medical equipment and services to address the EOC. The Nepal Safe Motherhood Project in 1997 aimed at improving the EOC through providing training and equipment to health service providers and improving infrastructures. 12 Later in 2000, MDGs was introduced that aimed at improving the maternal health with focus reducing maternal deaths and ensuring the universal access to reproductive health. 13 
| Problem stream
According to Kingdon's model, people should be convinced among themselves that there exists a problem 14 that can be analyzed through various indicators. declined from 539 to 281 per 100 000 live births in the same period. 18 High home delivery was associated with poor maternal health outcomes including maternal deaths 6 was a major public health problem in Nepal.
The number of media houses and journalists grew after the restoration of democracy in 1990. This growth provided the opportunity to increase reporting of poor maternal health and high rate of maternal death in Nepal within electronic and print media. Furthermore, research by development partners and academia around the poor availability and quality of services, understaffing, and high cost in accessing care allowed politicians and policy makers to realize that low utilization of maternal services influenced in high rate of maternal deaths. 19 These preventable deaths were associated with cost of transportation, services, and cost incurred by the caretaker during service utilization. 20 Following this, the World Bank recommended that such services should be provided free of cost 21 and UK Department of International Development (DFID) advocated for CCT to be provided to increase utilization of services. 6 Furthermore, the learnings of Nepal Safe Motherhood Program (NSMP; 1997-2004) also helped policy makers to realize the necessity of special program to be implemented at free of cost. Likewise, the burden of cost of maternal health 20 reported that poorer households were less or unwilling to pay for health care compared with richer houses. Additionally, poor road facilities and difficult geographical terrain in in the country increased transportation cost, which leaded to lower institutional deliveries. 13 As such, the major factor behind low utilization of EOC was cost incurred for transportation and utilization of services. This evidences formed the "problem stream" and suggested that CCT was only the means to minimize higher maternal deaths through increasing access to and utilization of maternal health care services. 
| Policy stream
After realizing that the poor maternal health was national policy priority in Nepal, the next step was to develop consensus on intervention strategy among government officials and other stakeholders working on safe motherhood.
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The policies and programs that were implemented prior to Aama program are demonstrated in Table 2 . It suggests there were various supportive policies that helped to improve maternal health. First strategy was to increase coverage of EOC through NSMP, which focused on quality and skills of emergency obstetric service providers. 12 Second strategy was to avoid three delays (seeking care, reaching the health facility, and receiving quality care) through health education, improvement of services and infrastructures, strengthening referral system, and management of transportation as well as the amount required to reach the nearest health facility. 12 Third was to reduce maternal morbidity and mortality through legalizing safe abortion and expanding the services. 30 The fourth strategy was to strengthen EOC services through increasing and upgrading the birthing centers, and providing training, logistics, and equipment to the trained service providers for increasing institutional delivery. 26 Despite this, misoprostol was distributed to pregnant women to prevent postpartum hemorrhage that were to be used only in case of home deliveries. This program was introduced based on the fact that more than four-fifths of pregnant women delivered their baby beyond health facilities by the end of 2006. 
| Political stream
The emergence of maternal health as a political priority arose from the development of national and international political streams. 11 Earlier, Ministry of Health and Population (MoHP) had prioritized institutional delivery as key output to improve the status of maternal health. This was guided by the targets set for MDGs that became dominant over NHP 6 and aimed to reduce the maternal deaths by three-forths between 1990 and 2015. 31 Moreover, the political movement of 1990 restored democracy and widen the concept of democracy to embrace basic human rights and social, economic, and cultural rights. It provided an unprecedented opportunity to make the state and decision makers responsible for gender-sensitive programs, including health care interventions. This played significant role in strengthening maternal health policies and pressurized Nepalese Government to prioritize maternal health within development agenda. Furthermore, there was financial commitment from external development partners (EDPs) in implementing maternal health programs. For instance, DFID was ready to fund 80% of SDIP for the first 18 months 6 while other EDPs supported safe motherhood and reproductive health. 25 In addition, there was strong political commitment from major political parties to incorporate the agenda of social security including investment in maternal health. 
| Windows of opportunity
The problem, policy, and politics streams in poor utilization of maternal health care services converged together to generate a windows of opportunity that allowed CCT to be implemented. The problem stream was noted after poor 12 Focused on the reduction of three delays:
• Delay in seeking care: Increase access to services at hospitals and primary health care centers through establishment of basic and comprehensive essential obstetric care and skilled attendant through trained maternal and child health workers in community • Delay in reaching health facility: Advocacy in community mobilization for transportation arrangement and social empowerment for economic and social access to care 
| DISCUSSION
The discussion of this study is presented in the Kingdon's multiple stream frameworks below (Figure 2 ). It has grouped problem, policy, and political streams to shows the factors behind emergence of CCT policy in maternal health program in Nepal. The policy resulted from the convergence of these three streams in the last decade. The maternal health status in Nepal was one of the poorest in the world in the beginning of this century, which helped to push for significant increase in investment in maternal health. Prioritizing investment in health was quite challenging when major developmental agendas were of physical infrastructures, such as roads, electricity, and irrigation.
However, poor status of maternal health, followed by international and national political context and conducive political commitment allowed CCT policy to be introduced to increase maternal health service utilization.
Furthermore, implementation and sustainability of CCT program was seen feasible from the studies conducted earlier. For instance, findings from "cost of maternal health services" suggested higher cost for institutional delivery was mainly driven by transportation cost and was major factors for not seeking emergency obstetrics care from health facilities. 25 Earlier, National Planning Commission in 2003 estimated that cost for self-delivery could be nearly NRS 1000 (US$ 13.3) which was within the national financial capability. 25 Together, this information guided policy makers to introduce the intervention to cover the cost of transportation. was possible only after policy makers believed that cost sharing would limit maternal mortality and bring about improvements in maternal health. Furthermore, the assessment revealed that CCT provision was technically sound and financially feasible within the fiscal space. 29 Additionally, the interim constitution of 2007 enshrined health as fundamental right including reproductive health and reproduction. 33 It suggested government to formulate appropriate laws and policies to assure provision of free basic health service. This constitutional provision leads the government to establish and expand the birthing centers to assure free basic health care for pregnant women. The establishment of birthing centers is a supply-side intervention, which assures availability of adequate medicine and equipment, trained and sufficient human resources and quality of maternal health care. However, studies showed that the utilization of these services were very low. 34 This led to formulation of a policy that would cover the cost of transportation and other service cost to allow the public to utilize health services. The CCT are the demand-side interventions where the demand of health care is increased through receiving cash incentive for using services. While this policy mechanism was initiated following the support of EDPs, it has been seen that the program can be sustainable. 29 Under these described circumstances, there were four "competing ideas" which together formed windows of opportunity described in the framework. The first option was to provide free facility delivery care for the poor while second was the free facility delivery services for all. Provision of emergency matching fund and cash-in-hand to all women who had skilled birth at delivery were discussed as alternate interventions. 25 Based on feasibility, sustainability, easy monitoring, and previous evaluations, providing cash-in-hand to the women after delivering in health facility was selected for implementation. 35 The implementation learnings have shown that CCT was a successful intervention despite challenges like bureaucratic delays, insufficient funds, unclear guidelines, and poor feedback mechanism.
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There are promising evidence of successful CCT policies from other countries where it had been an effective strategy to enhance health service utilization. For instance, the improvements in immunization rate in Nicaragua, 37 FIGURE 2 Aama program in Kingdon's multiple streams framework child nutrition in Mexico, 38 and institutional deliveries in India 39, 40 as well as Bangladesh 41 have shown that CCT would be an effective intervention to increase service utilization.
| CONCLUSION
The development of CCT provision in Aama program demonstrates how the policymaking process can be explained through Kingdon's multiple stream framework. This framework describes that how the condition develops to a problem. This paper has focused on how improvement of maternal health was one of the major national health agendas of Nepal over the last decade.
With the aim of increasing access to and utilization of services, the EOC were provided free of cost. However, evaluations showed that poor utilization continued even after services were provided for free cost. Furthermore, there was pressure from national as well as international stakeholders to achieve MDG targets through investment in maternal health. The commitment from donor agencies also helped the government to make the decision. In this context, CCT in maternal health service utilization was introduced in Nepal.
This framework helps to demonstrate how policy makers choose the best policy option among various alternatives. Furthermore, this policymaking process helps to demonstrate how the researchers can analyze the gradual progress and reforms in policy development.
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